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Abstract 
Among women, African American women have a death rate for cardiovascular disease 
(CVD) almost four times higher than that of their Caucasian counterparts. Increased 
study of African American women‟s perception of risk is necessary to inform the 
development of effective intervention strategies to specifically address the barriers and 
challenges African American women face in reducing their risk for CVD.  The Heart 
Talk perceptions project at the University of North Carolina at Chapel Hill conducted ten 
focus groups with 115 African American women over the age 40.   Participants 
associated CVD with risk factors such as having a family history of the disease, eating 
habits and being stressed.  Likewise, participants considered themselves to be highly 
susceptible for heart disease compared to other women their age.  Despite these 
recognitions, participants expressed the tendency to neglect their heart health because of 
competing priorities.  A primary barrier cited during the discussions included the 
traditional cultural belief regarding women‟s role as primary caregiver for the family, 
which makes it difficult for African American women to place their health as a priority 
over the competing needs of their family.     
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African American women have a disproportionately higher incidence of 
cardiovascular disease mortality than other groups yet the underlying factors contributing 
to these disparities are not completely understood (Artinian, Washington et al 2006).  
Awareness of heart disease as the leading cause of death is lower among African 
American and Hispanic women compared to Caucasian women (31% and 29% vs 68%, 
p<0.05). While CVD awareness has increased significantly among women since 1997, 
the racial/ethnic gap in awareness has not narrowed (Christian, Rosamond et al. 2007). 
Lack of awareness and ineffective educational messages may be two plausible 
explanations that hinder prevention efforts and account for the limited adoption of 
healthy lifestyle changes (i.e. heart healthy diets, increased physical activity and weight 
management) demonstrated in the last nine years (Mosca, Ferris et al. 2004). 
Awareness Impact of African American Women 
Misperceptions of health risks may lead many women to misunderstand their risks 
and fail to take appropriate action to prevent or treat many diseases (Covello and Peters 
2002). CVD has been proven as a major cause of death among women, with a mortality 
rate nearly nine times greater than that for breast cancer (Murray, Manktelow et al. 2000) 
yet many women perceive themselves to be at much greater risk for breast cancer than 
CVD due to effective media coverage and public health campaigns.  Such perceptions 
may impart a false sense of security causing women to neglect serious health risks and 
overlook the potential benefits of important interventions.  
An American Heart Association national study tracking women from 1997 to 
2000 interviewed 128 urban black women at baseline with follow-up medical record 
abstraction for a RCT concluded that disadvantaged black women participating in the 
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study had many cardiac risk factors, yet routinely underestimated their risk for heart 
disease.  The strongest correlates of underestimation were found to be perceived stress 
and lower personal income (DeSalvo, Gregg et al. 2005).  In the literature, there is a lack 
of guidance as to where interventions should be focused for effective CVD risk reduction 
(Appel, Giger et al. 2005).   Thus, it is critical to not only assess awareness levels, but 
move beyond this rudimentary evaluation to specifically identify the risk perceptions, 
experiences, educational needs and barriers African American women face to adopting 
healthy behaviors so that more effective strategies can be developed for this population at 
greatest risk for cardiovascular disease. 
Cardiovascular Health Intervention and Research Translation Network 
 The University of North Carolina at Chapel Hill (UNC) is a member of the 
Cardiovascular Health Intervention Research and Translation Network (CHIRTN) 
comprised of six Centers for Disease Control and Prevention (CDC) Prevention Research 
Centers and a Coordinating Center that collaborate on projects to improve cardiovascular 
health.  Funded by the CDC from September 2005 to September 2009, participating 
institutions of the CHIRTN include:  
  University of Rochester (also the coordinating center), 
  University of Washington,  
  University of Colorado,  
  University of Illinois, Chicago,  
  West Virginia University and the  
  University of North Carolina at Chapel Hill.   
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Collectively, the CHIRTN contributes to the improved cardiovascular health for all 
people through both the development and implementation of a coordinated applied 
research and translation agenda, and through the conduct of prevention research and 
translation activities that promote cardiovascular health.  The long term objective of the 
network is to implement effective cardiovascular health (CVH) interventions in 
underserved populations.   In order to effectively implement CVH interventions in 
underserved populations, it is essential to first understand how persons in these 
communities perceive cardiovascular disease and stroke, along with their associated risk 
factors such as hypertension, dyslipidemia, and obesity.   
 Each of the participating CHIRTN centers selected either geographically, socially, 
economically or ethnically underserved populations to work with.  UNC selected 
underserved African American women of North Carolina as their population of interest.  
The Heart Talk perceptions research project, will lay the groundwork for the 
implementation of a nationwide intervention by conducting qualitative research to 
evaluate perceptions of CVD and its risk factors and barriers to their prevention in at risk 
underserved populations.   
Methods 
Heart Talk, the UNC CVH risk perception project, elected the use of qualitative 
research methods to directly speak with African American women and identify their 
perceptions, attitudes, beliefs, facilitators and barriers to cardiovascular health.   Focus 
groups are an effective way to explore such issues and test potential messages because 
they allow for extensive probing, follow-up questioning, group interaction, and 
observation of emotional reactions that cannot be measured in more traditional telephone 
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or mail survey (Krueger 2000).  Additionally, qualitative focus groups capture 
information in a timely manner and allow ideas to emerge not only from the individual 
participants, but also from the group as a whole (Krueger 2000).  The qualitative data 
obtained during focus groups will directly inform the development of future 
implementation strategies for CVH promotion.  Figure 1.1 outlines the process of 
conducting the Heart Talk focus groups and data analysis.   
Heart Talk was designed with a theoretical framework developed from principles 
of social marketing, the transtheoretical model and elicitation theory. The study focused 
primarily on the role of facilitators and barriers to risk reduction behaviors (benefits and 
costs), perceptions of risk and cardiovascular disease. This approach employed several 
founding principles of social marketing:  
 A specific group (African American women 40 or older who are disadvantaged 
and are underserved in terms of health care) 
 Costs and benefits of behaviors 
 Motivations for behavior change (hopes, fears, values) 
 Behavioral theories consistent with a social marketing approach including the 
Transtheoretical Model – decisional balance (benefits and costs or pros vs. cons); 
Self-efficacy (confidence in making change and temptation to engage in 
unhealthy behaviors)  
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Figure 1.1 Steps in Conducting Heart Talk Focus Groups and Data Analysis 
Select priority population for perceptions study and 
develop recruitment materials 
Contact community liaisons and recruit study participants 
Administer participant screening questionnaire to those 
interested 
Exclude persons:   
1.  Non-African American female  
2.  Under 40 years old 
3.  Not residing in county of 
preference  
 
Exclude sites unable to recruit 
and conduct focus groups during 
project time-line 
Exclude participants who do not 
provide consent 
Identify eligible participants 
Allow recruiter and site to select 
available focus group dates/times 
       Planning Phase 
Develop Materials 
Receive written participant consent 
from all participants 
Administer the demographic survey 
to all participants 
Conduct focus group 
Data Collection Phase 
Transcribe digital recordings to 
identify themes 
Code transcripts and analyze data 
using ATLAS.ti5.2 
Summarize and present research 
findings 
Create final report 
Data Analysis Phase 
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Conducting the Focus Groups 
 Focus groups were conducted between May and July 2007.  Focus groups had an 
average of twelve participants ranging from eight to fourteen as seen in Table 1 below.  
Table 1. Focus Group Composition 
 TOTAL 
 
FG#1 FG#2 FG#3 FG#4 FG#5 FG#6 FG#7 FG#8 FG#9 FG#10 
Number of 
Participants 
115 14 13 14 14 12 11 8 14 7 8 
Average 
Age (yrs) 
60.4 59.9 61.7 68.8 66.8 55.3 77.6 56.0 51.5 59.7 50.6 
 
Sessions were facilitated by public health professionals with experience in focus group 
moderation including two person teams of a facilitator and co-facilitator.  The facilitator 
was solely responsible for asking questions and guiding group discussion.  The facilitator 
and co-facilitator obtained informed consent from all study participants, administered the 
demographic survey, operated the digital recorders and compensated participants at the 
completion of each session.   
The focus group guide, consisting of twenty-two questions, was developed 
collaboratively by a multi-disciplinary team of researchers and public health 
practitioners.  Researchers drafted the questions and then held monthly conference calls 
with participating members of the CHIRTN.   Additionally, the Heart Talk perceptions 
project, sought input from a trained social marketing consultant to tailor the discussion 
guide for the specific purpose of identifying CVD risk perceptions among African 
American women.  The discussion guide covered six key topics related to cardiovascular 
health including risk factors, susceptibility and communication strategies.  Table 2 
provides an overview of the topic areas and sample questions.  The full discussion guide 
can be found in Appendix A. 
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    Table 2. Focus Group Discussion Guide Topics and Sample Questions 
Topic Sample Question 
Introduction/Value   
 
What are the three most important things in your life? 
What are the health issues that most concern you? 
Risk Factors Picture someone in your head who you think is likely to have 
heart problems or a stroke.  Now, please tell me about this 
person.  How would you describe him/her?   
Susceptibility 
 
Please think of a ladder with 1 at the bottom being „low‟, up 
to 10 meaning „high‟.  What do you believe are your chances 
are of getting heart disease compared to other women like 
you?   
Nature/Seriousness of 
Potential Harm 
How bad would it be for you to develop “CVD/Heart 
Disease?” 
 
Prevention/Reduction What makes it easier to do __________? protective factor 1 
What makes it harder to do __________? protective factor 1 
Communication What do you think would be the best way to get you or other 
African American women to participate in a program to 
reduce heart disease and stroke? 
 
 
This study received approval from the University of North Carolina at Chapel 
Hill‟s (UNC) Institutional Review Board (IRB).  At the focus groups, facilitators 
provided each participant with a consent form and read the form aloud to the group 
before asking them to sign their consent.  Each participant received a copy of the consent 
form to take home with them, as well as a contact number for both researchers and the 
UNC IRB should they have questions regarding the research project or process. 
Site Selection 
 African American women over age 40, who were disadvantaged and underserved 
in terms of health care and resided in one of five selected North Carolina counties 
(Durham, Chatham, Wake, Duplin, or Sampson) were recruited to participate.  Our 
research team maintains strong relationships with community leaders in these counties 
which provide a diverse mix of demographics from both urban (Durham and Wake) as 
well as rural (Chatham, Duplin, Sampson) areas of North Carolina.  The annual North 
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Carolina Behavioral Risk Factor Surveillance Data (2005) showed comparable dietary, 
smoking, overweight and physical inactive risk factor percentages across each of the 
participating counties.  However, despite comparable risk factor percentages, the 
cardiovascular disease prevalence in the rural counties not only exceed the state wide 
percentage but nearly doubles those of the urban counties in the study as displayed below 
in Tables 3 and 4.    
  
 
Table 4. Cardiovascular Disease Prevalence- Percent by County (2005 NC BRFSS) 
NC Statewide Durham Wake Chatham Duplin Sampson 
8.7 5.1 5.6 10.9 9.7 9.7 
 
 The research team identified community liaisons, several of which were 
previously trained Lay Health Advisors, to recruit focus group members from their 
communities and local churches.  A letter and flyer describing the project were sent to 
each of the community liaisons following an initial conversation with research team 
members. Community liaisons were asked to recruit focus group participants, assist in 
securing locations for the focus groups, and provide onsite support during preparation for 
the focus group.  Women interested in the project were directed to call a research team 
Table 3.  Percent of CVD Risk Factor by Counties (2005 NC BRFSS)  
Risk Factor Durham Wake Chatham*  Duplin
†
 Sampson
†
 
Physically Inactive 22.1 13.4 22.2 21.6 21.6 
Less than 5 servings 
Fruits & Vegetables per 
day 
72.5 78.5 78.6 80.3 80.3 
Hypertension 29.0 31.9 33.6 35.8 35.8 
Overweight or obese 59.1 62.7 60.6 66.2 66.2 
Diabetes 4.9 5.2 7.9 11.6 11.6 
Smoking 16.4 17.8 20.5 23.8 23.8 
* Chatham County data has been combined with two other counties 
†  Duplin and Sampson counties have been combined with other counties 
 
 
 10 
member and answer screening questions to confirm that they meet all inclusion criteria 
prior to the focus group.  Those women who qualified were asked to attend a 90-minute 
focus group conducted at a local community setting in their county of residence and were 
compensated $25 cash for their participation.    
Participant Demographics 
The UNC research team conducted a total of 10 focus groups with 115 women. 
Participant‟s average age was 60.4 years (range: 40-85 years).  Approximately 38% of 
participants had some college or technical school education and nearly 44% of the 
women were married or living with a partner while 37% worked full time for pay.  More 
than half of the women (59%) described themselves as being overweight compared to 
other women their age.  The majority of participants also reported to have a family 
history of heart disease (59%) and taking medication for high blood pressure (62%). The 
participant demographic survey instrument is available for reference in Appendix B.        
 
 Table 5. Focus Group Participant Demographic Information (N=115) 
 N(%) 
Highest grade or year of school completed:  
Less than high school 3(2.6) 
Some high school 7(6.1) 
High school graduate 32(28.1) 
Some college or technical school 43(37.7) 
College graduate 
 
29(25.4) 
Current marital status  
Married or living with a partner 50(43.9) 
Single  25(21.9) 
Divorced 17(14.9) 
Widowed 
 
22(19.3) 
Work Status  
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Coding and Data Analysis  
 
All of the interviews and focus groups were digitally recorded and the files were 
transcribed verbatim.  Members of the research team verified the transcripts by listening 
to the original recordings.  A qualitative data analyses software program, ATLAS.ti 5.2, 
facilitated the analysis.  A deductive and inductive process was used to create a coding 
scheme (Miles 1994; Ulin 2005).  Prior to data collection, a provisional list of codes was 
created from the conceptual framework, the list of research questions, hypotheses and key 
variables.  Then inductive coding techniques as described by Strauss and Corbin (1990) 
were employed.  
 The initial data were collected, transcribed and reviewed line by line by two 
coders per transcript.  Beside the responses, categories or labels were generated and a list 
of themes developed.  Three independent coders were utilized to identify these themes 
and ensure reliability through individually coding transcripts and debriefing to reach 
consensus.  One main coder served as a reviewer for all ten of the transcripts for 
Work full time for pay 44(36.8) 
Work part time for pay 16(14.0) 
Work at home without pay (ex: Stay-at-home mom) 18(15.8) 
Not employed right now  18(15.8) 
Other [please describe]  33(28.9) 
  
Have a family history of heart disease 64(59.2) 
Take medicine for high blood pressure 69(61.6) 
Take medicine for diabetes 
 
34(31.8) 
How would you describe your weight?  
I am overweight compared to other women my age 66(58.9) 
I am underweight compared to other women my age. 5(4.4) 
I am at a normal weight compared to other women      
 my age. 
 
41(36.6) 
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consistency.  The themes were then reviewed and slightly more abstract categories were 
attributed to several responses or observations.  The responses were then put into a 
designated qualitative category.    
After each transcript was coded, text retrievals on specific codes or combination 
of codes were completed.  These retrievals enabled content analysis of particular topics 
which was followed by displaying the data in a series of matrices to facilitate 
identification of similarities and differences in themes when possible.  Levels of 
agreement and saliency of themes were assessed by the researchers.   
Results 
This study used qualitative approaches to explore the perceptions of both urban 
and rural North Carolinian African American women‟s perceptions of CVD risk and 
barriers preventing heart health.   These finding revealed more similarities than 
differences between women across rural and urban settings and demonstrate a significant 
level of awareness to their risk and susceptibility for CVD.    
Risk Perceptions 
During the focus group discussions, participants were given the latest American 
Heart Association‟s prevalence and mortality rates for CVD in African American women 
compared to the prevalence and mortality rates of breast cancer for African American 
women.  Several participants were surprised to hear that in 2006 one in four African 
American women died from heart disease compared to one in thirty who died from breast 
cancer.  They said they were surprised by this because such an emphasis is placed on 
early detection and awareness for breast cancer through media campaigns, news 
coverage, celebrity fund raisers and publicity.  During discussions, participants even 
 13 
indicated that their physicians stress to them the threat of breast cancer and importance of 
healthy behaviors such as “breast self exams” yet they fail to acknowledge or if even 
mention cardiovascular disease and stroke as a cause of death among women.  As 
participants stated:       
You hear more about breast cancer killing people than you do heart 
disease. Trying to cure breast cancer.  You hardly ever hear about heart 
attacks and stuff killing people.    
  
And you know the thing is, when I go to my physical, my doctor is more 
concerned about breast cancer.  I mean they listen to the heart, they do the 
blood work, but unless I complain about something, it just doesn‟t go any 
further than just those general labs and reports.  I would have to go in and 
complain about a severe headache or sweaty or numbness before they 
would give any additional look.  I don‟t think as much attention is given to 
that.  Especially for women.   
 
Likewise, participants described how CVD is still perceived to affect men much more 
than women despite that in 2006 three out of ten women died from heart disease.  As one 
participant states, “you hear more of heart disease killing men not women” and one 
participant described the inequity of treatment between her and her husband from the 
same physician:  
From my experience I‟ve noticed that doctors tend to favor men more than 
they do women as far as diagnosis and what they prescribe for them.  The 
reason I said that is that my husband and I both have had almost the same 
[problems] and he gets all of the tests.  And what did I get?  And we go to 
the same doctor.  We went to the same physician and he gets all these tests 
and I don‟t get nothing and I had all the same problems.  I didn‟t 
understand it.  I mentioned it to the doctor.  Sometimes I feel like, 
especially our doctor is a male doctor, and he kind of favors the men more 
than he does the women.  I have noticed that.   
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Barriers to Heart Health 
 Participants acknowledge that certain cultural beliefs including the woman‟s role 
as caregiver make it difficult for them to place their health as a priority and presents a 
major barrier to their heart health.  The matriarchal role traditionally assigned to African 
American women and inadequate social support are likely contributing factors in the 
development of chronic disease such as CHD as demonstrated by Strickland in research 
on the relationships among stress, coping, social support and weight in African American 
women at risk for CHD (Strickland, Giger et al. 2007).  Likewise, it was indicated 
through our discussions that the caregiver responsibilities and accompanying stress are 
possibly seen as more difficult to over come than the commonly denoted African 
American cultural barriers to healthy lifestyle choices such as food preparation and eating 
habits.  Women considered themselves the “problem-solvers” and “go to person” for their 
families, yet still described themselves “lazy” when asked why they aren‟t more active 
and are unable to find the time to dedicate for exercising to improve their health. After 
probing to explore their reasoning for the classification of “lazy” it became apparent that 
the women were overwhelmed with their responsibilities.  While acknowledging that 
there is limited amount of time in a day to juggle the multifaceted responsibilities of 
family, church and civic obligations including “working all the time, and dealing with the 
kids” they felt blameworthy for being unable to fit in exercise time by then end of the day 
and thus classified themselves as “lazy” while it appears, just the opposite.   
 Many women indicated that they find themselves taking care of everyone from 
their children, husbands, friends and even extended family but not themselves, yet they 
feel obligated to do for others without considering their own well-being. One participant 
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said “We make sure kids get their care but for whatever reason, mom just won‟t take the 
time out [for herself].”  Additional comments from participants reintegrated the fact that 
women are beginning to acknowledge the costs of their actions and its effect on their 
health.   As two women shared:   
I think it is just in us.  We are just trained that way.  Yeah, take care of the 
children, the family [and] put ourselves last. 
 
What we are doing is not good for us all of the time.  Normally it causes 
more stress putting the kids before yourself.  Then you wind up getting 
yourself really stressed out.   
  
The concept of putting yourself before the needs of your family is commonly thought of 
as “selfish” but as one participant indicated in reference to how you can make time to 
help yourself, women need to “Just do it!  We do everything else for everybody else.”  As 
another participant explains:   
It use to be that the male was the bread winner, he was the head of the 
household.  Now not only is the woman working, she is somehow still 
required to do the laundry, the grocery shopping, the child rearing, the 
PTA, the gardening, get involved in the community, and hold that job.   
 
 The engrained role of mutli-care giver does not unilaterally apply to the way 
African American women dedicate themselves to their families, but it also has great 
implications for the way in which they view themselves.  It was obvious that the reversal 
of the care giver role was a distressing possibility for many women in that they resented 
even the thought of being dependent upon or posing a “burden” to their family.  
Surprisingly, when asked “What comes to mind when you hear the word stroke?” women 
commonly indicated “Not being able to do for yourself and others” or “being dependant 
on others and a burden to your family” just as frequently as they referred to the common 
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physical characteristics of paralysis or blood clots. They immediately moved beyond the 
physical state to the implications on their family.  For example:   
I don‟t want to tie my children down.  They have jobs, children, 
responsibilities and families of their own. I have been through taking care 
of other people.  It doesn‟t do anything but make them sick and bring them 
down.  They have to stop their life.  I trust in God and I would like to be 
placed in a facility where they can come see me…  I would be thankful [to 
God] for that.   
 
Motivation for Lifestyle Change 
 
Motivation is defined by Covello as the readiness and interest of the receiver to 
process information.  Motivating factors include social approval, safety, security, success, 
pleasure and achievement (Covello and Peters 2002).  Motivational need in turn is 
intimately linked to beliefs.  Of particular importance in risk communication are beliefs 
about the severity of costs or adverse outcomes, the probability of an adverse outcome, 
the efficacy of protective actions and one‟s sense of personal self-efficacy.   
In response to the question “What makes it hard to do the things you have been taught?” 
participants responded:     
There‟s a lack of motivation.  If I was motivated, if I knew that I could do 
it…when I was motivated I lost the 22 pounds and nothing had changed, 
like the kids and the job. 
 
 Not having a made up mind.  Not thinking that you can do it.   
 
 
The intricacies of awareness, knowledge, action and behavior change are all very 
closely related and act in concert as part of a feedback loop fueled by communication and 
motivation.  Decisions about health risks are based on many confounding factors outside 
of incidence statistics including perceived trust in the source of the information, 
perceived dread of the outcomes or consequences of the risk, perceived personal control 
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over the risk, perceived  benefits of the risk and perceived alternatives to the risk 
(Covello 1992).   
Our focus groups were designed to focus on the costs and benefits of behavior 
changes in reducing CVD risk and it was commonly indicated that awareness and 
knowledge were not the problem but that there was a lack of motivation and a perception 
from African American women that healthy lifestyle changes were too hard. Many 
participants across various groups reinforced the message that it is too difficult a change 
from some who said “I just don‟t want to do it.  We are working all the time and dealing 
with the kids and it is hard.” Another participant stated “It is a lifestyle change and that is 
hard, it is everywhere if you have been doing it for so long” indicating that making such 
lifestyle changes affect every aspect of your life.  Many women stated that it is such a 
challenge that they feel that they should concentrate on the other aspects of their lives 
where they feel they can be more successful and ultimately their health worsens as a 
result. 
Women‟s involvement in volunteer work, service to their community, church and 
their social networks were also seen as very important aspects of their lives.  This was 
demonstrated in that numerous participants responded to the opening question “What are 
the three most important things in your life right now” listing service to the community, 
service to others, along with family and belief in God.  Across the groups, several women 
described how they found much strength from their strong belief system and faith in God 
to empower them to cope with their serious health issues. Many women also expressed 
their comfort in knowing that God had control over their health and as long as they did 
their part, He would take care of them. One participant said:        
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Have faith in God to take care of you.  We don‟t have enough faith.  Just 
know that it is coming, because something is coming to all of us so we 
have to have faith that we will be taken care of because he told us that.  
 
Information Channels 
 
The channel in which people receive information be it interpersonal or through 
mass media is often more important than the quality of the information itself.  Studies of 
mass media influence demonstrate that the media are particularly effective in telling 
people what to attend to and what to think about, although they are less effective in 
telling people what to think (Covello and Peters 2002). Women indicated in the focus 
group discussions that their social networks provide a main source of health information.  
Having someone who is “trustworthy and well resourced” was seen as an extremely 
important characteristic for messengers relaying health information.  One participant 
describes a key health messenger in her community as follows:    
“She is a liaison person for the health world to our world.  So if we have a 
question you can ask her and in the case that she doesn‟t know she will 
ask somebody and find out the answer for you…she is very caring. 
  
Women indicated that it is most beneficial to discuss and share information with other 
women who have “been through it and know what it is like” since they preferred hearing 
information from someone with similar experiences. One participant explained the 
importance of utilizing testimonials even through message development for commercials 
and media campaigns.  As she describes:   
I think one of the most effective commercials I‟ve seen is the one with 
personal experience like the anti-smoking ones.  The person says, it is hard 
to quit, but I‟m going to tell you this from my heart, because I smoked for 
years.   
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Focus group discussions also denoted the need for more effective interpersonal 
communications between the women and their physicians.  Women indicated having 
received substandard care in the past and the importance of being more proactive and 
demanding of their physicians in order to receive higher level care and better understand 
what was going on with their health.  Many discussed experiences with physicians where 
the visits were rushed, had questions that were not answered and didn‟t feel as though the 
physicians took them seriously.  According to participants:    
I think a lot of people stay away from the doctor because they aren‟t taken 
seriously…they (doctors) just don‟t think it is a big deal when you tell 
them you hurt.  You feel like you are not important as a patient.   
 
Sometimes you have to talk to the doctor because he‟ll take your blood 
pressure and shoot you out of there quick.  So I say hey wait a 
minute…This is a new pain, something we haven‟t talked about before.  I 
don‟t let them get by because when you get your insurance statement it is 
going to be sky high so I am going to be staying in there to get satisfied.  I 
don‟t let him push me out…I am somebody and you will take care of me 
or else I will go somewhere else.     
 
Participants indicated that some of them have become more assertive, asking their 
physicians about blood work, test results and coming to visits with a prepared list of 
questions and they have since been much more pleased with their care. Interestingly, 
most of the women still cited their doctors as being the foremost person to be approving 
of their getting more physical activity or improving their eating habits.   
 
Strategy Development Approaches  
Family preference and support are key to the adoption and maintenance of a heart 
healthy lifestyle (Krummel, Humphries et al. 2002). From the focus group discussions, 
women indicated a preference for group structured, family centered classes for learning 
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and support in implementing dietary and physical activity changes.  In response to 
questions for how to best reach African American women at risk for CVD, focus group 
participants stressed including more social interaction and creation of social support in 
programs to enhance the adoption and sustainability of lifestyle changes. Even within the 
focus groups, women were identifying ways in which they could potentially support one 
another and reinstate support networks that once existed including a community walking 
group.  One participant stated the following in reference to another group member:   
…I love her and I care about her so I definitely can not make her lose 
weight, but I certainly can be a friend to her, help encourage her and take 
time with her.  Hopefully, I will be helped and she will be helped, so it 
takes that.  The support.       
 
 
Like many other concerns, women emphasized the effect of these health threats 
on their families and indicate the need for future programs and campaigns to be designed 
to express to young women and even children the importance of CVH and adopting 
healthy behaviors to decrease risk of CVD.  Participants acknowledged that starting 
earlier adopting healthy lifestyles would have a greater impact in the long term, 
especially for “kids, cause you need to start when they are developing their habits.”  
Many women also discussed the role of parents and grandparents for setting good 
examples for young children in developing healthy behaviors and felt that “it needs to be 
[done] early so that is what they know.” One participant stated:    
 Because they are teenagers they think nothing is going to happen to them.  
And so if there is a problem, they need to know what could happen.  They 
need to know there are genetic problems in the black race.  We have high 
blood pressure.  My children know they need to watch themselves.    
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Discussion 
 
Attempts to improve the health of underserved groups and change health 
behaviors should use intervention strategies that are tailored to the health beliefs of the 
targeted populations (Harrell and Gore 1998).  Discussions in the Heart Talk focus group 
were centered on perceived risk for CVD, barriers and facilitators to lifestyle change, 
along with communication strategies, effective message development and 
recommendations for program design that can be used to improve the CVH of African 
American women.     
There are limitations to this study in that many participants were recruited by 
trained lay health advisors who serve as key resources and health liaisons in their 
communities and may have had an influence on the level of awareness and self-efficacy 
of study participants such that they have a higher than average level of awareness.    
Likewise, churches which are historically the largest resource and social network within 
the African American community, were used to recruit participants so these participants 
may not be a true representation of the general population.    
Qualitative findings suggest the need for community-based, family-centered 
health education interventions that strengthen social support and stress coping.  
Discussions indicated that although these women may be taught and understand the 
importance of making lifestyle changes to improve their heart; they will need special 
intervention to motivate them and support their implementing such strategies.   The 
women extremely valued the support from groups, family and friends. Each of the focus 
groups indicated the need for group structure and incorporating a family component as 
keys to successfully intervening with African American women.  Given that these focus 
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groups documented the necessity to reach younger women, even children to explain the 
CVD risk factors, enhanced and more novel approaches that incorporate popular media 
should be explored in the development of future intervention strategies.   
African American women have historically been underserved in term of health 
care.  However, these focus group findings indicate that women understand the 
importance of increased quality of care and the potential health effects.  Therefore, they 
are becoming more assertive in demanding increased interaction with physicians and 
come seeking answers to prepared questions.  Equipped with information due to 
increased exposure to the internet, health campaigns and commercials, newspaper and 
magazine advertisements for prescription medication and treatment options, African 
American women are stepping into a more proactive role in taking control of their health.  
Therefore, now is a critical time for improved  patient-physician interaction and there is a 
great need to explore creative strategies focused on enhancing provider initiated patient 
communications for CVD prevention and CVH promotion among African American 
women.   
Recommendations for implementation strategies and program development from 
the focus groups will challenge us as public health practitioners to go beyond educational 
pamphlets or public awareness campaigns to develop implementation techniques that 
address physician patient interaction, lack of social support, cultural norms, and social 
and physical inequalities.  It is quite a challenge yet, as one participant explained 
regarding health risks of African Americans “there are no quick fixes” she indicated that 
we didn‟t get into this overnight and we certainly can‟t get out of it overnight.  
Implementation strategies seeking to improve the heart health of African American 
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women by reducing CVD risk must be specifically tailored to consider culture, 
demographic, health beliefs and value systems of these women and as was emphasized in 
these research findings, include adolescents and children.        
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APPENDIX A   
Heart Talk Discussion Guide 
 
Procedures: 
 
1. The project staff (moderator and facilitator) will greet individuals as they 
enter the room and check off their name on the attendance sheet.  
2. Project staff will give each participant a consent form and survey 
3. The moderator will provide an explanation of the purpose of the focus group 
meeting and introduce him/herself as well as the co-moderator. 
 
Thank you for being here.  My name is ***and tonight I will be leading our 
focus group discussion.  A focus group is a meeting where questions are 
asked to a group of people in order understand a specific topic.  The 
purpose of this focus group is for me to listen to your thoughts and 
experiences about heart health and your suggestions for how we can help 
other women. 
 
You should feel free to make any sort of comments – positive or negative – 
about what we are talking about this evening.  There are no right or wrong 
answers 
 
After we are finished with our meeting, you will receive $25.00 to thank 
you for helping us.   
 
4. The moderator will review each of the key sections of the consent form. 
 
As you came in this evening, you were each given a consent form. Let’s go 
over this form now and make sure there are no questions.  
 
Important points to note: 
 Purpose of the study and what participants are being asked to do 
 Length of participation 
 Risks, benefits and compensation 
 Protection of privacy 
 Be sure to note that discussions will be recorded if all 
participants are willing. Recording can be stopped at any time 
at any participant’s request.   
 Who to call with questions 
 
Are there any questions? If you are willing to continue, please sign this 
form and return it to one of the project staff.  
NOTE:   At the end of the session you will receive a handout with 
information about heart health – what puts you at risk and what 
you can do about it. 
 
5. The moderator will review the ground rules. 
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We want everyone to have the chance to share their opinions or 
experiences.  We want this to be a very open discussion.  There are just a 
few ground rules we want to go over that will help everything go more 
smoothly: 
 Talk one at a time. 
 Be respectful of others. You don’t have to agree with what’s said.  
 Keep tonight’s discussions private. What is said in this room should stay 
here. 
 Remember that you can choose a ‘fake’ name for this discussion. 
 Does anyone have any questions? 
 
[Administer survey questions] 
 (START THE RECORDER) 
 
Introductory Questions 
 
Ice-breaker:  Let’s begin by going around the table and have each 
person say her first name (fake or real) and then tell the group one 
thing you like to do in the summer. 
 
1.  What would you say are the three most important things in your life right 
now? 
[List answers on the board.] 
 
2.  What would you say are the health issues that most concern you?  Please 
keep in mind that you can be concerned about health issues that you have not 
yet experienced. 
 Prompt: 
o Heart disease 
o High blood pressure 
o Diabetes 
o Obesity 
o Cancer 
 
3.  When you hear the word heart disease, what comes to mind?  What about 
stroke? 
 
Risk Factors 
 
Picture someone in your head who you think is likely to have heart 
problems or a stroke. 
4.  Now, please tell me about this person.  How would you describe him/her?  
What are the reasons or things about this person that would make him or her 
develop heart disease or have a stroke?” 
 Prompt for known risk factors – hi BP, hi BMI, hi Cholesterol, diet factors, 
lo PA, smoking 
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Susceptibility 
In answering the next question, please think of a ladder with 1 at the bottom 
being ‘low’, up to 10 meaning ‘high’.  [Put on the easel pad.] 
 
5.  What do you believe are your chances are of getting heart disease compared to 
other women like you?  What about your chances of getting a stroke? 
 Ask:  What made you choose a __?  Some reasons  
 
 
Nature/Seriousness of Potential Harm 
 
6.  How bad would it be for you if you developed heart disease or had a stroke?  
Probe: What makes you say ____? 
 
Prevention/Reduction 
7.  What can someone like you do to keep from getting heart disease or a stroke?”  
LIST. 
 
[Decide on one or more protective factors (behaviors) to inquire 
about, which hopefully will include some of the items from the first question.] 
 
8.  What makes it easier to do __________? protective factor 1 
 
9.  What makes it harder to do __________? protective factor 1 
 
10.  What do you think are the good things that happen if you _________? 
 
11.  What do you think are the bad things that happen if you __________? 
 
12.  Who would approve of your doing _________? 
 
13.  Who would not approve of your doing ________? 
 
Communication 
What do you think would be the best way to get you or other African American 
women to participate in a program to reduce heart disease and stroke? 
 
Who would you and your friends believe if they talked to you about heart 
disease and stroke?” 
 
What would you tell a friend to help her think more about preventing heart 
disease in her life? 
 
Which group of African American women needs to hear most about how to 
prevent heart disease and stroke? (new item) 
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How (where) do you like to get health information? 
 
Where do you like to gather with friends? 
 
Where do you like to shop?  OPTIONAL 
How (where) do you like to get information about new topics? OPTIONAL if time 
permits 
 
 
Closing 
You told us a lot about how your feel about heart disease and stroke.  We heard 
you say ________ (summarize).  Have we missed anything?   
 
What else do you feel like we did not cover but you would like to say something 
about? 
 
 
Thank you again! 
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APPENDIX B 
Participant Demographic Survey 
 
                
 
For the purpose of our research, we need to describe who participated in our 
focus groups.  Please help us by answering the following questions.  DO NOT 
include your name.  Your responses to the survey are completely private and 
confidential. 
 
 
1. Highest grade or year of school you have completed (Check one) 
____ Less than high school 
____ Some high school  
____ High school graduate 
____ Some college or technical school 
____ College graduate 
 
2. Current marital status (Check one) 
____ Married or living with a partner 
____ Single  
____ Divorced 
____ Widowed 
   
3. Work Status (Check ALL that apply) 
____ Work full time for pay 
____ Work part time for pay 
____ Work at home without pay (ex: Stay-at-home mom) 
____ Not employed right now 
____ Other [please describe] ______________________________ 
 
4.  Do you: 
 
Have a family history of heart disease?  ____ Yes ____ No 
 
Take medicine for high blood pressure?  ____ Yes ____ No 
 
Take medicine for diabetes?    ____ Yes ____ No 
  
 
8. How would you describe your weight? 
____ I am overweight compared to other women my age. 
____ I am underweight compared to other women my age. 
____ I am at a normal weight compared to other women my age. 
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9. What radio station do you listen to most? 
 
 
 
10. What time(s) do you usually listen to radio? (Check ALL that   
apply) 
____ Mornings (Before 12:00pm) 
____ Afternoons (12-6pm) 
____ Nights (After 6pm) 
 
 
11. What TV station do you watch the most? 
 
 
 
12. What are your 2 favorite TV shows? 
 
 
 
13. What time do you usually watch TV? (Check ALL that apply) 
____ Mornings (Before 12:00pm) 
____ Afternoons (12-6pm) 
____ Nights (After 6pm) 
 
 
14. What is your favorite commercial? 
 
 
 
15. What makes a commercial or advertisement a good one? 
 
 
 
 
16.  What newspaper, if any, do you read most often? 
 
 
 
 
17. What magazine, if any, do you read most often?  
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